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Abstract 


Sexual violence against women is rampant in Democratic Republic of the Congo (DRC) and many victims suffer health 
challenges. Healthcare workers have the potential to provide support services. The aim of this study was to assess the 
effectiveness of an education and training program with healthcare workers to enable them to improve the quality of life 
of victims of sexual and gender-based violence on in North Kivu province. Data collection was accomplished by combining 
multistage sampling with convenience sampling. Assessments of healthcare workers were made before and after an 
Empathy, Knowledge and Care (EKC)-model education and training program. The research focused on two health zones 
and targeted 36 institutions working with victims of sexual violence. 216 respondents answered the questionnaire. The 
results indicate that the EKC-model can improve competencies and positively affect the services provided in such areas as 
general health problems, abortion, and economical support. 

This study gives insight into the effectiveness of the EKC-model in the DRC. The education and training appear useful. 
The program should continue with the goal of providing better care to sexual violence victims. This can result in, e.g., 


healthcare workers better recognizing and referring more patients for needed services. 


Keywords: Sexual violence; healthcare workers; quality of life; competence 


Abbreviations: EKC: empathy knowledge caring, SGBD: sexual and gender-based violence, DRC: Democratic Republic 


of the Congo, NGO: nongovernmental organizations, ULPGL: université libre des pays des grands lacs, SPSS: statistical 





package for social sciences, OR: Odds ratio, CI: confidence intervals. 


wf 


economic life of females have suffered [1]. Physical and/or 





1. Introduction ee : 
sexual intimate partner violence has been reported by 


Violence against women has assumed the form of a global approximately 31 % of women in the Eastern Democratic 


epidemic and the physical, psychological, sexual, and Republic of the Congo [2]. Research also shows that a large 
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percentage of women who have experienced sexual violence 
adopts harmful behaviours, run away and have problems with 
delinquency, which becomes for them a way to escape from 
the intrusive thoughts related to the trauma [3]. They have a 
higher incidence of gynaecological disorders such as sexually 
transmitted infections, unwanted pregnancies, HIV/AIDS, 
and chronic pelvic pain [4,5]. Healthcare workers are in a key 
position to break the silence and offer critical care to women 
who face violence and its health consequences. Persons 
working in health care such as doctors, healthcare workers, 
nurses and midwives are often among the earliest contacts the 
survivors of violence make. As respected members of society, 
they are also in a unique position to change societal attitudes 
by reframing violence as a health problem. Healthcare 
workers who are not trained to recognize abuse may treat only 
the immediate complaints and miss an opportunity to provide 
more comprehensive care. Moreover, healthcare workers 
should be trained to ensure that confidentiality is not 
breached, and that they do not put women and girls at risk of 


retribution and additional violence [6]. 
2. Material and Methods 
2.1. Quality life on service provided 


Quality life is often referred to as a sense of well-being in life 
[7]. WHO defines it as “an individuals’ perception of their 
position in life in the context of the culture and value systems 
in which they live and in relation to their goals, expectations, 
standards and concerns [8]” Women who have experienced 
sexual violence are often seen as being stripped of their 
legitimate opportunities in all the arenas in which a quality 
life is experienced; that is to say work, relationships, housing 
and health care. That negatively affects their quality of life, 
and is a significant factor affecting the success or failure of 
the healthcare system’s attempts to help provide a full 
recovery. 

The term service needs has been defined as the requirements 
of individuals that enable them to achieve, maintain or restore 
an acceptable level of social independence or quality of life 
[9]. These needs can be related to any area of human life. An 
assessment of social and health services is conducted by 
Social Services to determine what help and support a person 


needs e.g., health care, equipment or help at home. 


Quality of life is a measure of the difference between the 





hopes and expectations of the individual and what the 
individual is presently experiencing. Health related quality of 
life is primarily concerned with factors that fall within the 
spheres of influence of healthcare workers and the healthcare 
systems [10]. 

2.2. Healthcare workers competence 

Healthcare workers include anyone engaged in actions whose 
primary intent is to enhance health [11]. In the province of 
North Kivu there are a number of health zones that are dealing 
with a large number of sexual violence cases. 

Competence can be defined as the ability to perform a specific 
task in a manner that yields desirable outcomes. This 
definition implies the ability to apply knowledge and skills 
successfully to new situations as well as familiar tasks for 
which prescribed standards exist [12]. Health workers acquire 
competence over time [13]. Although there have been some 
changes, traditional education for health providers has too 
often failed to address the problem of sexual violence and its 
multiple effects on health. Consequently, healthcare workers 
often lack the education they need to identify or respond 
effectively to sexual violence victims, their children, or their 
extended families. Individual practitioners and sexual 
violence experts have attempted to fill this gap by writing 
articles, providing presentations, and organizing their own 
training programs. Equally important to the need for accurate 
information about sexual violence is the need for continuing 
education to develop cultural competence in the delivery of 
health care. 

While there is an increased focus on cultural competency 
among healthcare workers, there is little education and 
training specifically developed that integrates an 
understanding of both cultural competency and sexual 
violence. Additional integrated education and _ training 
programs and resources are needed to improve health care for 
all sexual violence victims. This education and training are 
needed not only to improve the practice of individual 
clinicians, but to also improve the institutional response to 
this problem. To develop and implement effective policies 
and protocols that are specific to particular healthcare 


settings, the healthcare workers need specialized education 
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regarding sexual violence, cultural diversity and cultural 
competency together with culturally appropriate strategies for 
screening, assessment, intervention, and documentation. 
Given the demands on the healthcare system at this time and 
the need to reach the largest number of providers over time, 
training should be offered as part of continuing education 
programs within healthcare settings. This multidisciplinary 
and interdisciplinary research offers education and training to 
the healthcare workers using the theoretical EKC-model 
where “E” stands for Empathy, “K” for Knowledge and “C” 
for Caring [14]. 

2.3. Objectives 

The purpose of this study was to assess the effectiveness of 
an education and training program with healthcare workers to 
enable them to improve the quality of life of victims of sexual 
and gender-based violence (SGBV) in North Kivu province 


of Eastern Democratic Republic of the Congo (DRC). 


3. Methods 

3.1. Study design 

The study used multistage sampling combined with 
convenience sampling. A pretested questionnaire was used to 
obtain quantitative data. The questionnaire was not 
distributed, but rather the questions were posed to healthcare 
workers by data collectors. This occurred on two occasions; 
prior to EKC-model education and training held in Goma City 
in October 2016 and after the education and training in 
October-November 2017. The questionnaire focused on 
knowledge and skills regarding SGBV, using the EKC- 
model. The research study included the two urban health 
districts of Karisimbi and Goma. 

3.2. Study population 

A total number of 36 institutions working with victims of 
sexual violence, of which 20 were health facilities and 16 
Nongovernmental organizations (NGO), were identified 
bythe data collectors. At each institution (health facility or 
NGO), there were four to six staff members, which gave a 
total target population of 216 healthcare workers. 

The study used an exhaustive multistage sampling combined 
with a convenience sampling procedure that included all staff 


members at these institutions Some staff members were not 


available when the study was conducted. The result was a 





final cohort of 104 healthcare workers was reached. 

3.3. Date collection methods 

The data was collected with the help of a semi-structured 
questionnaire developed for the purpose by the researcher and 
the teams of researchers from Orebro University, Sweden and 
Université Libre des Pays des Grands Lacs (ULPGL), Goma, 
Democratic Republic of the Congo. A pretest of the 
questionnaire was conducted by the research team with ten 
randomly selected healthcare workers in North Kivu 
province. 

Ten data collectors were used to identify possible respondents 
and collect information from the study area. The data 
collectors were selected based on their level of education and 
knowledge of the area of study. The data collectors completed 
a three-day training session at ULPGL to assure a good 
understanding of the tool. 

3.4. Analysis 

Data were analysed using the Statistical Package for Social 
Sciences (SPSS) for the calculation of e.g., central tendency, 
frequencies, distribution and association. The Chi-square test 
and the Odds ratio (OR) / relative risks was used for nominal 
and categorical data. The intervention effect was estimated as 
the difference between intervention and comparison groups 
regarding changes in proportions from baseline to end line. 
This effect is multinomial logistic regression. P values from 
the test and 95 % confidence intervals (CI) for the 
intervention effect were calculated based on a normal 
distribution assumption. P values of 0.05 were considered 
statistically significant. 

4. Results 

4.1. Demographics of the respondents 

A total of 104 healthcare workers participated in the study. 
From this sample, 79 (76 %) were male and 25 (24 %) were 
female. The respondents were further categorized into age 
groups with 23 (22.1 %) aged between 15-29 years, 62 (59.6 
%) between 30-34 years, 18 (17.3 %) between 45-59 years 
and only one respondent aged 60 or above. Among the 
respondents, 40 (38.5 %) were from the Goma Health Zone, 
while 64 (61.5 %) were from the Karisimbi Health Zone. 


From these respondents 90 (86.5 %) were healthcare workers 
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from health facilities and 14 (13.5 %) were social workers 
from NGO. The research activities took place in various 
facilities; 66 (63.5 %) in Health Centers, 22 (21.2 %) in 
Hospitals and 16 (15.4 %) in NGOs. The respondents had 
different professions; 13 (12.5 %) were doctors, 73 (70.2 %) 
were nurses, 12 (11.5 %) were social workers, one was a 
counsellor (1 %), one was a midwife (1 %) and 4 (3.8 %) were 
heads of organizations. Among the respondents 26 (25.0 %) 
had a secondary level of education, while 78, the majority 
(75.0 %), had a high-level superior category education. 

4.2. Care and support sought and offered 

There were 69 of the respondents who provided care for 
general health problems before the training, while 69 did not 
offer this type of care. After the training using the EKC- 
model, those who provided this care increased to 47, while 


those who did not decreased to 57. This suggests that a patient 


Table 1: Care and support sought and offered 


seeking care was 0.356 times more likely to be provided with 





care for general health problems. 

Before the education and training, there was a larger 
proportion of healthcare workers who did not provide 
abortion services. After the training, there was a slight 
increase in those who provided abortion services, and a slight 
decrease in those who did not provide the services. Analysis 
showed that a patient was 0.153 times more likely to be 
offered abortion services after completion of the EKC-model 
program, which indicates an association between the two 
variables. An association between care related to economical 
support and instruction using the EKC-model was significant. 
Other types of care provided, i.e., psychosocial support, 
nutritional assistance and legal advice were not significantly 


associated with EKC-model education and training (Table 1). 































































































EKC-—model education and training 
Type of care sought Before After Total OR (CI 95%) P-value 
General health problems 
Yes 35 (16,8%) 47 (22,6%) 82 (39,4%) 0,356 [0,175- 0,725] 0,004 
No 69 (33,2%) 57 (27,4%) 126 (60,6%) 1.00 [0.00-] 
Abortion services 

Yes 3 (1,4%) 7 (3,4%) 10 (4,8%) 0,153 [0,029- 0,811] 0,027 
No 101 (48,6%) 97 (46,6%) 198 (95,2%) 

Psychosocial support 
Yes 66 (31,7%) 60 (28,8%) 126 (60,6%) 0,809 [0,393- 1,664] 0,564 
No 38 (18,3%) 44 (21,2%) 82 (39,4%) 1.00 [0.00-] 

Nutritional assistance 
Yes 8 (3,8%) 4 (1,9%) 12 (5,8%) 6,505 [0,476- 88,898] 0,160 
No 96 (46,2%) 100 (48,1%) 196 (94,2%) 1.00 [0.00-] 

Legal Advice 

Yes 22 (10,6%) 21 (10,1%) 43 (20,7%) 1,107 [0,341- 3,593] 0,865 
No 82 (39,4%) 83 (39,9%) 165 (79,3%) 1.00 [0.00-] 

Economical support 
Yes 7 (3,4%) 14 (6,7%) 21 (10,1%) 0,090 [0,009- 0,956] 0,046 
No 97 (46,6%) 90 (43,3%) 187 (89,9%) 1.00 [0.00-] 

Other care 
Yes 8 (3,8%) 24 (11,5%) 32 (15,4%) 0,173 [0,055- 0,545] 0,003 
No 96 (46,2%) 80 (38,5%) 176 (84,6%) 1.00 [0.00-] 
www.acquirepublications.org/JWHA 4 
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Before training; 44 of the healthcare workers provided 
onetype of need, 22 offered two types of care, 3 offered 
three types of care, 22 offered four types of care, 3 
provided fivetypes of care, 3 offered six types of care 
and only one neveroffered any care. After the training 
the healthcare workers who offered none, one, two and 


four types of care declined. Those offering three, five, 


Table 2: Types of need provided by healthcare workers 


six and seven increased. Ingeneral, a healthcare worker 





was at least three times more likely to offer at most four 
types of care compared to offering none, while the 
odds of a healthcare worker offering 5-7 types of care 
was 0.4, 0.57 and 2.48 times respectively more likely 


than offering none (Table 2). 






































EKC-model education and training 
Types of need Total OR (CI 95 %) 
Before After 
1 type of need 44 (21,2 %) 4(1,9 %) 48 (23,1 %) 44,000 [3,918- 494,112] 
2 types of care 22 (10,6 %) 6 (2,9 %) 28 (13,5 %) 14,667 [1,371- 156,888] 
3 types of care 8 (3,8 %) 10 (4,8 %) 18 (8,7 %) 3,600 [0,337- 38,477] 
4 types of care 22 (10,6 %) 18 (8,7 %) 40 (19,2 %) 4,889 [0,501- 47,708] 
5 types of care 3 (1,4 %) 30 (14,4 %) 33 (15,9 %) 0,400 [0,033- 4,834] 
6 types of care 3 (1,4 %) 21 (10,1 %) 24 (11,5 %) 0,571 [0,047- 6,983] 
7 types of care 0 (0,0 %) 11 6,3 %) 11 6,3 %) 2,476E-9 [2,476E-9- 2,476E-9] 
None 1 (0,5 %) 0 (0,0 %) 1 (0,5 %) 1.00 [0.00-] 

















4.3. Feelings of competency to provide needed services 

Of the total respondents, 27 felt competent to provide the 
services needed before the EKC-model education and 
training, while 50 did not. After the training the number that 
felt competent increased, but despite the training the number 
that did not feel competent also increased. From the above 
description, a healthcare worker was 37.2 % more likely to 


feel he/she was competent than feeling he/she was not 


competent to provide the service. Furthermore, there isa 
significant association between a feeling of competency to 
provide the service and the EKC—model education and 
training. Those who felt competent and rated their level of 
competence as good even before having the training, were 27 
while 50 felt their competence was limited. After the training 
25 felt their competency was good while 67 still had doubts 


in their level of competence (Table 3). 


Table 3: Feeling of competency among healthcare workers to provide needed services 






































Feel competent to provide EKC-model education and Total OR (CI 95 %) P- value 
Services training 
Before After 

Yes 27 (16,0 %) 35 (20,7 %) 62 (36,7 %) 0,372 [0,177- 0,783] | 0,009 

No 50 (29,6 %) 57 (33,7 %) 107 (63,3 %) 1.00 [0.00-] 
Competency rating 
Good competency 27 (16,0 %) 25 (14,8 %) 52 (30,8 %) 0,879 [0,469- 1,650] | 0,689 
Limited competency 50 (29,6 %) 67 (39,6 %) 117 (69,2 %) 1.00 [0.00-] 
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4.4. Training needed 


Before EKC education and training those who did not feel 
competent to provide services, 12 (44.4 %) proposed they 
be educated on The Global Plan of Action created by the 
World Health Organization (WHO) that addresses violence 
against women and girls (VAWG). The requested training 
should cover complications due to sexual violence, 


emergency care, 4 (14.8%) gynaecological and psychological 


Table 4. Training requested by healthcare workers 


care, and psychological care only. After the EKC—model 





education and training the healthcare workers requested 
education on WHO’s Global Plan of Action addressing 
VAWG; and training that covered complications due to 
sexual violence, 2 (16.7 %) needed training on emergency 
care, gynaecological and psychological care, legal advice and 


fistula care and hygiene for fistulas (Table 4). 















































EKC-—model education and 
training 
Training requested Before Total OR (CI 95 %) P-value 
WHO’s Global Plan of Action 
addressing violence against 
women and girls 12(30,8 %) 1(2,6 %) 13(33,3 %) 1,396E9[0,000-. b] 0,998 
Complications due to sexual 
violence 3(7,7 %) 6(15,4 %) 9(23,1 %) 5,818E7[0,000-. b] 0,998 
Emergency care 5(12,8 %) 2(5,1 %) 7(17,9 %) 2,909E8[0,000-. b] 0,998 
Gynecological and psychological 
care 4(10,3 %) 1(2,6 %) 5(12,8 %) 4,655E8[0,000-. b] 
Legal advice 0(0,0 %) 1(2,6 %) 1(2,6 %) 1,000[1,000- 1,000] 0,998 
Psychological only 3(7,7 %) 0(0,0 %) 3(7,7 %) 1,156E16[0,000-. b] 0,997 
Care and Hygiene for fistulas 0(0,0 %) 1(2,6 %) 1(2,6 %) 1.00 [0.00-] 





4.5. Continued education 


There were 53 healthcare workers who had continued 
education prior to the EKC-model education and afterwards the 
number increased to 66. This indicates that a healthcare 


worker was at least 50 % more likely to have had continued 


education than not. There was no significant association 
between the number of healthcare workers that had continued 
education and the EKC-model education and training (Table 


5). 


Table 5: Number of healthcare workers that had continued education 









































EKC-model education and training 
Had continued education Before After Total OR (CI 95 %) P-value 
Yes 119 (57,2 %) | 0,598 [0,344- 1,041] 0,069 
53 (25,5 %) 66 (31,7 %) 
No 51 (24,5 %) 38 (18,3 %) 89 (42,8 %) 1.00 [0.00-] 
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4.6. Reproductive health concerns and needs of raped 
women 

The healthcare workers were asked to give their thoughts 
based on their experience about the reproductive health 
concerns and needs of women that had been raped. Before the 
EKC-—model education and training, 77 healthcare workers 
reported that they thought the women had huge needs, 21 that 
the women had no special needs, 5 that the women were just 


like other women in the community, and one respondent had 


no thoughts on the matter. After the EKC education and 





training, 73 healthcare workersreported that they thought the 
women had huge needs, 27 that women had no special needs, 
3 that the women are just like the other women in the 
community and one had no thoughts on the matter. In general, 
there was no significant association between what the 
healthcare workers had for thoughts about the reproductive 
health concerns of womenthat had been raped before and the 


EKC-model education and training (Table 6). 


Table 6: Healthcare workers thoughts on the reproductive health concerns and needs of raped women 




















EKC-model education and 
training Total OR (CI 95 %) P-value 
Before After 

The women have huge needs 77(37,0) 73(35,1) 150(72,1 %) 1,055[0,065- 17,177] 0,970 

The women have no special 
needs 21(10,1) 27(13,0) 48(23,1 %) 0,778[0,046- 13,178] 0,862 

They are just like other women in 
this community 5(2,4 %) 3(1,4 %) 8(3,8 %) 1,667[0,074- 37,728] 0,748 
No thoughts on the matter 1(0,5 %) 1(0,5 %) 2(1,0 %) 1.00 [0.00-] 


























5. Discussion 

This is the first evaluation study completed in the DRC to 
assess the effectiveness of the EKC-model education and 
training program with healthcare workers so they can 
improve the quality of life of victims of SGBD. 

The quantitative study found that the healthcare workers in 
Goma considered the training successful. The training 
fulfilled its aims in terms of increasing the competencies of 
the healthcare workers. The data from the pre-and post- 
training assessment also indicated that the EKC-model was 
successful in increasing the competence of the healthcare 
workers in the services they provided. 

The EKC-model was effective in improving the healthcare 
workers’ competence regarding the different types of care 
they provided. It also succeeded in improving the 
competence of the healthcare workers in their professional 
roles dealing with general health care, abortion services, and 
economical support. The human rights framework employed 


in the EKC-model has been recommended in other studies as 


an effective tool to change the way healthcare workers treat 
patients [15]. 

5.1. Global health problem 

The healthcare worker working in areas of conflict must be 
trained to recognize victims of rape, and be able to address 
both the immediate and long-term consequences. The global 
plan of World Health Organization encourages countries to 
enhance the delivery of health services and theability of 


health care workers to support survivors [16]. 


Women who experience physical and sexual intimate partner 
violence are at a higher risk for developing health problems, 
especially mental, than those who experience physical 
violence alone. The appropriate response by healthcare 
workers will vary and will depend on the women’s level of 
recognition or acknowledgment of the violence, the type of 
violence, and the entry point or level of care where they are 
identified. Different women will have different needs, and 
one woman will have different needs over time. They might 


present with injuries to the emergency department, with 
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depression or functional symptoms to primary health care 
clinics, with an unwantedpregnancy and/or termination of 
them to sexual and reproductive healthcare services, or with 
various physical problems to an outpatient department in a 
secondary or tertiary hospital. In addition to providing 
clinical care for the condition presented; identifying violence 
as the underlying problem is important. Furthermore, 
healthcare workers can provide ongoing support and 
potentially empower women to take action to safely improve 
their lives. 

In light of these problems, new approaches to health care for 
victims of sexual violence have emerged. With understanding 
and training in the EKC-model, the healthcare workers can 
improve their ability to show sympathy and empathy with 
regard to the needs of the patients, whether they meet or only 
speak with them [17]. Moreover, recent studies have observed 
that interventions aimed at increasing women’s awareness of 
their rights wereassociated with an increase in the reporting of 
mistreatment[18]. On the other hand, as it is assumed that 
women do notknow what to expect from health care. It is the 
duty of the healthcare workers that are in charge of providing 
thetechnical aspect of health care to be more responsive during 
health service visits and provide them with information and 
explanations about health care. 

The healthcare workers were skilled in providing abortion 
services, but few health clinics in eastern DRC reported the 
provision of such services in a recent survey [19,20]. The 
DRC’s penal code prohibits the provision of abortion 
altogether [21,22]. In practice, however, it is widely accepted 
that this procedure can be performed to save the life of a 
pregnant woman [23] There has been a historic shift in the 
DRC’s abortion policy, which was made possible by the 
country’s constitution that states the international treaties 
ratified by the government shall supersede national laws once 
those treaties are published in the nation’s legal gazette. 

The DRC ratified the Protocol to the African Charter on 
Human and Peoples’ Rights on the Rights of Women in 
Africa (known as the Maputo Protocol) in 2008. Article 14o0f 
this protocol explicitly requires signatory states to protect 
women’s reproductive rights by authorizing legal access to 


abortion [24]. Women in the DRC can now legally have 


abortions in cases of sexual assault, rape or incest, or when 





the continuing pregnancy would endanger the mental and 
physical health of the woman or the life of the woman or the 
foetus. Times have changed and abortion has beenaccepted 
by many societies with the health of the mother being the 
most important consideration. Ethical principles and virtues 
should be applied by all the physicians, regardless of their 
personal, religious and spiritual beliefs. Thus, medical ethics 
are transnational, transcultural and trans religious. Ethics are 
professional standards [25]. 

Women and adolescent girls have the means to reduce the 
risk of gender-based violence, and survivors should receive 
socio-economic support as part of a multisector response. 
Beyond medical and psychological care, survivors of sexual 
violence may desire and need economic and legal support. 
Since victims of sexual violence are often rejected by their 
families and communities and they are unable to work as had 
before the assault; economic support is essential in the 
rehabilitation process [26]. However, there are no published 
studies examining which types of short-term or medium- 
term economic support practices have meaningful impacts 
for survivors [27]. 

This may be due to the fact that training programs in this area 
are much less standardized and are even more context- 
dependent than in the case of medical and psychosocial 
support. Allowing survivors to seek redress for the sexual 
offence is an important element of a comprehensive 


response. 


There is evidence that education improves the confidence 
and competence of healthcare workers [28], and changes in 
practices as a result of education have also been documented 
[29]. This is of importance since the majority of the 
healthcare workers were at least 50 % more likely to have 
had continued education than not. Research demonstrates that 
when the EKC-model is used, the patients feel they have 
received the appropriate care. 

5.2. Implications 

The purpose of this study was to assess the effectiveness ofan 
education and training program with healthcare workers so 
they can improve the quality of life of victims of sexual and 


gender-based violence (SGBD) in North Kivu province 
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of Eastern Democratic Republic of the Congo (DRC). 

This study reinforces the effectiveness of the EKC-model. Its 
use in the DRC can lead to increased competencies among 
healthcare workers and improved quality of among victims 
of SGBD. The data in this study suggests several clinical 
improvements that can positively influence theexperiences of 
SGBD victims. 


5.3. Limitations 


The study did not target victims of SBBD and opinions 
remain very improbable to evaluate the intervention. 

The effectiveness model was developed and used for the first 
time in the DRC and with a limited number of healthcare 
workers, the reliability of this intervention must still be 
evaluated. 

6. Conclusion 

This study gives insight into the effectiveness of the EKC- 
model of education and training in the DRC. The education 
and training appear useful since it was positively associated 
with improvements in general health problems, abortion 
services, economic support, and the continued education. The 
training courses should continue with the goal of providing 
better care to sexual violence victims with multiple problems. 
This will result in, among other outcomes, healthcare workers 
better recognizing and referring more patients with severe 
services. 
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